At this time a note was made that the abdomen was held rigid. Although no fractures were seen on X-ray examination, it was considered that the base of the skull had been fractured. The patient remained in this semi-comatose condition for several days regaining consciousness by March 9, after which he appeared to recover normally. However on March 3I he complained that over the past two or three days he had vomited after eating. He was found to be tender in the epigastrium, had a temperature of 0oo0 and a pulse rate of go. On the following day the abdomen was distended, with tenderness in the epigastrium and both iliac fossae. The temperature was normal but the pulse rate had risen to I20/min. There had been absolute constipation for two days. A plain X-ray of the abdomen in the erect position showed multiple fluid level suggestive of a large bowel obstruction.
Acute pancreatitis occurring as a result of trauma, either from a penetrating wound or a subcutaneous injury is sufficiently well known to merit discussion in text books. On the other hand intestinal obstruction developing as a direct result of pancreatitis is excessively rare, if one excludes those cases of paralytic ileus secondary to a severe suppurative pancreatitis of which the outcome is almost always fatal. Miln and Barclay (1952) Gastric aspiration and intravenous fluid therapy was instituted and then a laparotomy was performed through a right paramedian incision. Pus was found in the peritoneal cavity. The appendix, stomach and duodenum were normal. There were numerous coils of distended small bowel and the large bowel was distended from the caecum as far as the splenic flexure where it disappeared into a large mass comprised of omentum, pancreas and spleen. Beyond this the descending colon, pelvic colon and rectum were collapsed. The pancreas was grossly enlarged with areas of fat necrosis and haemorrhage. Fat necroses were apparent in the omentum and transverse mesocolon. After peritoneal toilet a transverse loop colostomy was performed proximal to the obstructing lesion, and the abdomen closed with drainage. He was given a course of Tetracyclin and the abdominal condition resolved over the next few days, but a week after the operation he was found to have signs of a left pleural effusion. He looked ill and toxic with a swinging temperature up to IO10 and a pulse rate of 130. 24 Oz. of greenish yellow fluid were withdrawn by aspiration from the left pleural cavity, and this grew B. Coli on culture. This empyema was treated by repeated aspirations and the instillation of streptomycin solution into the cavity for the following two weeks.
On May 9, a barium enema was performed which showed that there was now no obstruction in the large bowel. As the chest condition had resolved completely by this time a further operation was carried out on May I8 to close the colostomy, abdominal exploration not being performe&. Following this normal bowel actions started and he was finally discharged from hospital on May 28. He has remained symptom free since. 
